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The filing of this Plan of Correction does”
F 000 | INITIAL COMMENTS F 000 not canstitute an admission that the
During the annual recertification survey and f.?.:?c;:nc‘e: :llegegldld: ; :;Ifa;t, exist,
investigation of complaint #2874 conducted on i This Flan ort.orrection I fed s
Seplember 26, 2012, at Ashury Place at 'evidence of the facility to comply with
Kingsport, no defliclences were cited in relation to | the requirement of participation and
the complalnt under 43 CFR PART 482,13, ‘ continue to provide high quality
Requirements for Long Term Care. - | resident care. o] 6] !
F 323 | 483.26(h) FREE OF ACCIDENT F 323 / ‘
58=0| HAZARDS/SUPERVISION/DEVICES F323
I resi
The facility must ensure that the resident All residents will have a fal risk
environment renains as fres of accident hazards assessment completed by the LPN or
ag is possible; and each resident recelves RN supervisor upon admission,
adequate supervision and assistance devices to
prevent acclidents. quatterly, and as needed to ensure an
intervention is [n place. After each fall
in the facillty, a new intervention will
be implemented and communicated to
This REQUIREMENT is not met as evidenced the direct care staff that day verbally
by: . ' as well as updating the new
Based on medical racord review, facility Falls Int tion to th hensi
Management Policy, and intarview, the facility hiervention to the comprehensive
failed to Inltiate proper intervantions sfter falls for care plan and nursing assistant care
géﬁﬁérﬁgﬁ&;?mm out of fourteen plan. An Audit has been created on
) 10/5/12 that the DON and/or ADON
The findings included: will review the interventions in place
Resident #2 was admitted to the facility on and discussin the weekly falls
Fabruary 13, 2012, with diagnoges of Atrial committee meeting. The members of
Fibrillation, Rehabliitative Process, Fallur? to the falls committee cansist of the
Thrive, Debllity, History of Falls, History o .
Non-Compllance, Obesity, Hypertension, Administrator, DON, ADON, Sc.)m.a!_
Depression, and Esophageal Raflux. Services, Therapy Manager, Dietician,
Mesical d roui ¢ ‘o dated Restarative Aide, and Nursing
adical record raview of a nurse's notes dafe
July 28, 2012, revealed "...in bathroom...knges Secretary. All fall interventions will be
LABORATORY DIRECTOR'S O RROVIDER/SUPPLIER REPRESENTATIVE'S SIBNATURE TIME (X8} DATE
L0y JV%O A Aprrdttp oy 10-<-12
Any dsficlancy statement ending with an astesisk (*) denctes a deficiency which the instituticn ma'y be excusad from carracting providing It is determined that
other safeguards provide su nt protection to the patients, (Sas instructions.) Excapt for nursing homas, the findings stated above are disclosabile 90 days

following the date of strvey whather or nat a plan of correction [s provided. For nursing hames, the sbove findings and plans of comaciion are disclosable 14
days foliowing the dats these documents are made avallabla to the faclity. . If deflclencles are citad, an approvad plan of comaction is requisite to continued

 program participation.
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F 323 | Continuad From page 1 F 323 reviewad by the DON and/or ADON at

buckied...slid down the wall to the ﬁoor

Review of the faciiity investigation dated July 28,
2012, revealed "...using the BR
(bathroom)...became waak...knees
buckied...CNA (Cerfified Nuraing Assistant)
present..."

Medical recard review of a nurse's notes tated
August 5, 2012, revealed "...attempting to
wasigh.,. reaching for handle on scale...stood than
sat down on floor...knee gave out...*

Review of the facility invesfigation dated August
5, 2012, revealed "...attempting to weigh...took
hold of handles...sit down on floor.. knee gave
out,."

Review of the resident's Care Plan dated July 17,
2012, indicated the resldent was at risk for falls
due ta decreased mobility. interventions included
applicatiort of non-skid faotwear, instructed to use
call bell for assistance, and engage residant in
activities that Improva strength balance, and
posture.

Continued review of the resident's Care Plan
revealed inferventions implemented after the falls:
on July 28, 2012, and tha August 5, 2012,
includad "...Nursing staff educated for better f
(transfar) techmques "

Review of a facility policy eniitted "Falls
Managament Program”, dated September 11,
2003, revealed "...falls that occur after a resident
has baen identified at risk...reassess the
resident...and adjust intervention sirategies...”.

the time of the fall, as well, and
previous interventions that are no
longer relevant will be discontinued
and a new intervention put Into place
after each fall including the use of
education and alarms. This will be
communicated to the direct care staff
by the DON and/or ADON verbally and
placed on the comprehensive care plan
and nursing assistant care plan. This
falls audit will also be reviewed for the
next three months in the monthly
Quality Assurance meeting, which
conslsts of the DON, ADON,
Administrator, Facilities Director-
maintenance and housekeeping,
Pharmacy, Soclal Services, Medical
Director, and Dining Services.
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Intérview with the Director of Nursing and the
Administrator on September 25, 2012, at 9:45

resident's fall on August 5, 2012.

fracturas of tha foot.

scored a 15 out of 15 on tha Brief Interview for

wzas unable to ambulate,

Medical record raview of the ésidant's fall risk

high rigk)..."

July 30, 2012, revealed "...heard resident
yelling...went to room...was In floor...slipped..."

assistance when needed,.."

Sepiember 14, 2012, revealed "...lost
balance.. .fell..."

Review of the facility investigation dated
Septamber 14, 2012, revealed “...Instructed to
use call light for assistance..."

a.m., In the conference room, confirmed that no
new [nterventions were implemented following the

Resident #7 was admitted to the facility on July
18, 2012, with diagnoses including Patelia (knee)
Fracture, Fibular (fower lag) Fracture and multiple

Medical record review of the Minimum Data Set
{MDS) dated July 30, 2012, revealed the resident
Mental Status (indicating intact cognition) and -

assessment dated July 18, 2012, revealed "...total
score 12...(total score of 10 or above represents

Medlcal record raview of a nurse's notes dated

Review of the facility investigation dated July 30,
2012, revealed "...pt {patient) education to ask for

Medical racord review of a nurse's notes dated
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Review of the resident’s care plan initiated on July
26, 2012, revealed "...keep call light within easy
rezch...instruct...use call bell...for agsistance..."
Continued raview of the resident's care plan
updated on July 30, 2012, revealed
"...remind...use call bell for assistance...”
Continued review of the residsnt's care plan
updated on September 14, 2012, revealed
"...Instruct pt {patient) to use call light & (and) ask
| for assistance...”

Review of a facliity policy enlitied "Falls
Management Program", dated September 11,
2003, revealad "...falls that occur after a resident
has baen identified at risk...reassess the
resident...and adjust intervention strategies...”

Interview with the Director of Nursing {DON) and
tha Administrator on Septembar 25, 2012, at 9:50
a.m,, in the conference room, confirmed no new
intarventions to prevent falls were implemented
following the resident's falis on July 30, 2012 and
September 14, 2012,
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